Fractured laryngeal mask airway: Hazards of excessive reuse
Sir, Laryngeal mask airway (LMA) is commonly used to secure an airway for day care, and other short duration surgical procedures. A 25-year-old male patient of American Society of Anesthesiologists (ASA) Grade 1 with fracture right side medial malleolus was scheduled to undergo open reduction and internal fixation. As the patient did not give consent for regional anesthesia, surgery was planned under general anesthesia with LMA. Intravenous access secured and standard monitoring were connected. General anesthesia was induced with injection propofol. The LMA size 4 (Intavent Orthofix Ltd., Maidenhead, UK) was inserted into the sniffing position. Anesthesia was maintained with oxygen, N 2 O, and sevoflurane with patient breathing spontaneously. At the emergence, the sudden disappearance of ETCO 2 trace on the monitor was noted. Immediately found that the shaft of LMA was bitten by the patient, and it was completely cut into two pieces. The distal shaft of LMA along with the connector to a breathing circuit fell apart and inflated LMA along with proximal part of the shaft was in the patient's mouth. Although the patient was breathing spontaneous, and vitals were stable, but still was not responding to calls. The mouth was opened by giving traction to the jaw, and part of LMA left inside the mouth was completely removed after deflation. The patient was oxygenated with face mask till he became completely awake and transported to the recovery room with stable vitals. There was a complete oblique fracture of shaft of LMA [ Figure 1 ]. After checking the records, it was confirmed that the LMA was reused 54 times due to the paucity of supply. Commonly damage to LMA occurs during emergence. [1, 2] Retrieval of all the pieces of fractured LMA is very important.
Though there were no adverse sequelae to the patient, but it is to be emphasized that inspite of being a reusable device, LMA should be thoroughly checked before and after each use. [3] As per manufacturer's instructions shaft or the tube of LMA should be checked for any blockage or loose particles inside the lumen, any discoloration, cuts or indentations. It should be checked for kinking by flexing the airway to 180°. The cuff should be checked for any air leakage or herniation. Herniation of the cuff may cause obstruction while use.
The incidence illustrates the hazards of excessive reuse of LMA leading to fracture of the LMA shaft with the potential risk of airway obstruction, hypoxia, and aspiration of fragments of the tube. Therefore, in the view of patient's safety for re-usable LMA, pre-use checks should always be carried out before each of the warranted uses. After each use cleansing followed by decontamination and sterilization with a validated method for its effectiveness of cleaning without damage to the LMA should be done.
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Sir,
Outward or inward migration of epidural catheters is a common problem encounters during epidural catheter insertion. Different catheter fixation techniques are been described in the medical literature. The technique of making subcutaneous tunnel for securing epidural catheter is safe and free of cost technique. [1] [2] [3] We share an interesting case of knot in epidural catheter while making subcutaneous skin tunnel for epidural catheter fixation. A 22-year-old boy was posted for total open nephrectomy for angiomyolipoma of the left kidney. For intraoperative and postoperative analgesia epidural catheter was inserted at T 12 -L 1 inters pace. An 18 gauge epidural needle was used and procedure was performed using loss of resistance technique. Epidural catheter was fixed by tunneling the catheter at subcutaneous tissue depth. However, just before fixing the catheter with clear transparent adhesive tape a knot appeared on the epidural catheter [ Figure 1a ]. Now, we had two options one is either to open the epidural drug port and release the catheter and again pass the epidural catheter from subcutaneous tunnel to release the knot. This is followed by again passing the catheter from subcutaneous tunnel. However, such a manoeuvre will breach aseptic practice. Another option we had was to leave the catheter in its natural curve form and fix it in that manner. As the epidural test dose of 3 mL (2% xylocaine with adrenaline 1:200,000) went smooth with no obstruction, so we had planned to fix the epidural catheter in its own natural curve [ Figure 1b] , and again checked the epidural catheter for any resistance to 
